Background
Introduction
Diabetes is one of the most challenging healthcare problems worldwide, with 382 million individuals aged 20 to 79 years having diabetes in 2013; almost half of them were between 40 and 59 years of age. This prevalence rate is estimated to reach 592 million by 2035. Three of the top 10 countries worldwide with the highest prevalence of diabetes are in the Middle East region: Saudi Arabia (24.0%), Kuwait (23.3%) and Qatar (22.9%) [1] . Kuwait occupies the ninth place among the ten highest ranking countries. The high prevalence of type 2 diabetes mellitus (T2DM) is mainly attributed to dramatic social and culture changes, ageing, urbanization, obesity, decreased physical activity and unhealthy human behaviours [1, 2] . Diabetes poses a great medical and financial burden to many nations worldwide; it reduces life expectancy and quality of life of patients, and imposes a significant burden for society due to increased healthcare costs. In 2013, T2DM-related mortalities were about 5.1 million people aged 20-79 years, representing 8.4% of all global mortalities for individuals in this age group [1] . It has been documented that T2DM is increasing in younger people, especially those aged less than 30 years [3] . Furthermore, T2DM is characterized by a gradual onset and is often asymptomatic for up to 10 years [4] , with 20-30% of patients developing complications at the time of diagnosis [5, 6] .
There is increasing evidence suggesting that the prevention or delay of T2DM is possible through lifestyle modifications with diet and physical activity, or with pharmacological intervention, especially if implemented before disease manifestation and diagnosis [7, 8] . The earlier identification of high risk subjects is crucial, and a high priority for primary prevention [1, 9] . Thus, several diabetes risk score tools have been described to identify subjects at risk for T2DM [10] . The Finnish Diabetes Risk Score (FINDRISK) is a simple, validated and practical screening tool, which has been successfully used in previous studies to estimate the 10-year risk of T2DM in different populations [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] . The wide applicability of FINDRISK is due its focus on general globally prevalent risk factors for T2DM [11] .
Cardiovascular diseases (CVDs) are the leading cause of deaths in both developed and developing countries. In 2008, 30% (17.5 million people) of global all-cause mortalities were from CVDs [20] . Of these, 6.2 and 7.3 million were due to stroke and coronary heart disease (CHD), respectively. It is expected to increase to 23.3 million by 2030 [20] . In Kuwait, CHD is the major cause of morbidity and mortality and CVDs are estimated to cause 46.0% of all mortalities [21, 22] . Many risk factors are related to the development of CHD, most importantly are diabetes, obesity, hypertension, hypercholesterolemia, smoking and inactive lifestyle [23, 24] . A significant decrease in the prevalence of CHD can be achieved through the development of effective primary preventive interventions to identify high-risk individuals. Several scoring systems exist to determine the 10-year CHD risk; with the Framingham Risk Score [FRS] being the most widely used and recommended tool to guide the initiation of diagnostic testing and/ or primary prevention therapy [25] . It has been shown to be effective in estimating the 10-year risk for developing CHD in different populations [26] [27] [28] [29] [30] [31] .
MetS is a cluster of cardiovascular risk factors. Patients diagnosed with this syndrome usually have three or more of the following dysmetabolic abnormalities: elevated fasting plasma glucose (FPG), high blood pressure (BP), elevated triglycerides (TG), low high-density lipoprotein cholesterol (HDL-C), and central adiposity that is evident as an increased waist circumference (WC) [32] . It is a high risk condition that can result in serious complications, including T2DM and CVD. In spite of ethnic diversity, MetS doubles the risk of CVD and increases the risk of diabetes by fivefold [32] [33] [34] . MetS represents a public health problem necessitating the enhancement of people's awareness, by the public health authorities, about the importance of healthy lifestyles to reduce obesity and increase physical activity. Furthermore, individuals with MetS need to be identified so that their multiple risk factors and disease incidents can be addressed and decreased [32] .
Previous studies reported high prevalence of MetS in Kuwait, ranging from 32.8-40.8% [35] [36] [37] [38] . Of these studies, two were conducted in 2001 and 2002, both had evaluated the prevalence in groups of patients attending primary healthcare facilities, which leads to selection bias of the sample [35, 36] . [37, 38] . Since then, various public health efforts have been made to reduce the burden of MetS; therefore, it is important to compute updated prevalence among the general public and determine whether this prevalence has changed. Furthermore, none of the published studies from Kuwait used the 2009 Joint Scientific Statement-Harmonizing the MetS definition.
Yet, little is known about the 10-year risk distribution for T2DM in Kuwait. Only one study was conducted in 2007 to develop a national risk score to predict undiagnosed diabetes and to assess the performance of previously published diabetes risk scores among 560 Kuwaiti patients [39] . It reported a prevalence rate of 4.1% for undetected diabetes and 21.5% for impaired fasting glucose (IFG). The study concluded that the national screening tool identified people at high risk of developing T2DM with better specificity than the Rotterdam, Thai and American Diabetes Association risk scores. A recommendation was made to validate the developed national risk tool in a larger sample size of the Kuwaiti population. To the best of our knowledge, only two studies used FINDRISK in the Middle East region [13, 15] , thus our study will be the first in Kuwait and the third in the region.
MetS, CHD and T2DM share common modifiable risk factors. Ideally, identification of individuals with MetS and those who are at risk of developing CHD and T2DM is vital to delay or even prevent the development of T2DM and modify the CHD risk levels. In Kuwait, there are no published data estimating the 10-year risk for developing T2DM using the FINDRISK, and CHD using the FRS among the public. Hence, the present study was designed to explore the recent prevalence of modifiable cardiovascular risk factors, determine the prevalence of MetS, and to estimate the distribution of 10-year risk for developing T2DM and CHD among the general population in Kuwait.
Ethical approval for this study was obtained from the "Human Ethical Committee, Health Sciences Center, Kuwait University".
The sample size was determined using PS power and sample size calculator V.3.05 [41] . A sample of 1080 individuals would be necessary to determine a 10% difference in proportion between two groups; for example, male versus female with 90% power and at 5% significance level. Assuming a response rate of 60%, a sample size of 1800 was selected using two stage convenience sampling. In the first stage, all the six governorates in Kuwait were included in the study. The total number of subjects selected from each governorate was proportional to the population: Al-Farwaniyah, (480), Hawalli (390), Al-Ahmadi (345), Al-Jahra (240), Capital (195), and Mubarak Al-Kabeer (150). In the second stage, the sampling frame was obtained consisting of all suburbs in each of these governorates. The number of subjects selected from each of the suburbs within each governorate was proportional to the population. Subjects in each of the suburbs were approached by pharmacy students and researchers who permanently reside in the respective suburb. They contacted their families, relatives, friends and neighbours to take part in the study. Individuals were given an explanation with regard to the purpose of the study and what was required from them to participate. For those who provided written consent to take part in the study, physical measurements, and venous blood samples for measurement of biochemical data were required to be done at healthcare centres. Participants were assured of confidentiality and were advised of their right to withdraw at any time of the study. Exclusion criteria were age < 20 years and 80 years, diabetes, CVDs (coronary heart disease, cerebrovascular disease, peripheral vascular disease and heart failure), and chronic kidney disease.
Study instruments and data collection
The study questionnaire was developed using the FINDRISK and FRS assessment tools, and the 2009 Joint Statement criteria for diagnosis of MetS [12, 25, 32] . The questionnaire consisted of four sections, containing both open-ended and closed-ended questions. The first section included nine items to provide information about the characteristics of the respondents (age, gender, nationality, marital status, educational level, employment, residence, monthly income and personal health). Section two consisted of questions about height, weight and WC measurements. The third section included questions on BP, FPG, total cholesterol (TC), HDL-C and TG measurements. The last section contained ten questions: the first four were about smoking, chronic diseases, and chronic use of drugs, while the remaining six were from the FINDRISK questionnaire relating to daily physical activity 30 minutes; daily consumption of vegetables, fruits/berries; history of antihypertensive drug treatment, high blood glucose levels and family history of T2DM. The questionnaire was translated into Arabic and subjected to a process of forward and backward translation. The accuracy and meaning of the translated versions were checked prior to data collection, the questionnaire was pretested for content, design, readability, and comprehension in 10 subjects.
Each participant was asked to complete the first and fourth sections of the questionnaire, and to obtain physical measurements of BP (average of 2 measures in the sitting position), weight, height and WC; and the results of a fasting biochemical data for plasma glucose, TC, HDL-C and TG. They were informed and consented to fast for 12 hours prior to blood testing. These measurements were done at the healthcare centers in the participants' residential area, and were returned to the data collectors to complete the second and third sections of the questionnaire.
Identification of individuals with MetS
The study subjects were assessed according to the 2009 Joint Scientific Statement-Harmonizing the MetS definition [32] . Three out of the following five criteria would qualify a subject for a diagnosis of MetS: raised TG level ( 1.7 mmol/l); reduced HDL-C (< 1.0 mmol/l in males and < 1.3 mmol/l in females) or specific treatment for these lipid abnormalities; raised systolic 130 and/or diastolic BP 85 mm Hg or treatment of previously diagnosed hypertension; raised FPG 5.6 mmol/l or previously diagnosed T2DM. Europid cut-points were used to identify central obesity (WC: male 94 cm, female 80 cm) according to the IDF recommendations due to lack of specific cut-points for the Middle-East population [32] .
Identification of overweight and obese individuals
Body mass index (BMI) was calculated by dividing the weight in kilograms by height in meters squared. The participants were classified as overweight (BMI 25-29.9 kg/m2) or obese (BMI 30 kg/m 2 ) according to the World Health Organization (WHO) definition [42] .
Identification of individuals with abnormal plasma glucose levels
Glucose tolerance was classified according to the American Diabetes Association (ADA) criteria for diagnosis and classification of diabetes [43] . Subjects who were not known to have diabetes and who had FPG 7.0mmol/l were classified as having screen-detected T2DM. Participants who had FPG between 5.6 to 6.9 mmol/l were classified as having IFG.
Identification of individuals with abnormal BP
The study participants were categorized as having optimal/normal BP (< 130/85 mm Hg), high normal BP (130-139/85-89mm Hg) and hypertension ( 140/90 mm Hg), according to the 2013 European Society of Hypertension /European Society of Cardiology guidelines for the management of arterial hypertension [44] .
Identification of individuals with abnormal total cholesterol, HDL-C and TG
The subjects levels of total cholesterol, HDL-C and TG were categorized as follows: (1) optimal TC (< 4.14 mmol/l), desirable (4.14-5.16 mmol/l) and high ( 5.17 mmol/L); (2) low HDL-C for males (< 1.03 mmol/l) and for females (< 1.3 mmol/l); and (3) normal TG (< 1.7 mmol/l), borderline-high (1.7 mmol/l-2.25 mmol/l) and high ( 2.26 mmol/l) [25, 32] .
Estimation of the 10-year risk for T2DM using FINDRISK screening tool FINDRISK is composed of 8 items: age, BMI (kg/m 2 ), WC (cm), physical activity, diet, antihypertensive drug use, history of high blood glucose and family history of diabetes. The answer for each question is weighted, according to the increased risk, with a maximum score of 26 points. The risk of developing T2DM within 10 years is categorized according to the risk scores: low (< 7 points), slightly elevated (7-11 points), moderate (12-14 points), high (15-20 points) and very high (> 20 points).
Estimation of the 10-year risk for CHD using FRS screening tool FRS is a gender-specific tool that is used to estimate the 10-year risk for hard CHD (myocardial infarction + CHD death) [25] , which is a modified version of the risk prediction algorithm from the Framingham Heart study [23] . It includes the patient's age, TC level, HDL-C level, smoking status, and systolic BP to estimate an individual's 10-year risk for developing CHD. Three categories of risk are defined: low risk (< 10%), moderate (10%-20%), and high (> 20%) that is categorized as CHD risk equivalent.
The study participants who were found to be with abnormal physical and /or biochemical laboratory parameters, MetS, and moderate/high/very high 10-year risk of developing T2DM or CHD or T2DM/CHD were informed and provided with lifestyle counselling. They were also referred to their general practitioners.
Statistical analysis
Data were entered into the Statistical Package for Social Sciences (SPSS, version 21, SPSS, Chicago, IL, U.S.A.). The results were reported as percentages (95% confidence intervals; CI), means (standard deviations; SD) and medians (interquartile ranges). The general characteristics and the variables of FINDRISK and FRS tools for responders were compared by gender using Mann-Whitney test for continuous variables and Chi-square test for categorical variables, using p< 0.05 to indicate statistical significance. As the main outcome measure was a binary variable describing the presence of MetS (yes, no), and the 10-year risk of developing T2DM or CHD or T2DM/CHD that was categorized into two levels of low risk and moderate/ high/very high risk, logistic regression models were performed using SPSS to fit the best model for the predictor-independent variables. Only the results of multivariate logistic analysis are reported showing odds ratio (OR) and 95% CI. The predictor variables were categorized as follows: (1) . Due to the convenience sample that was used in this study the distribution of gender and education level were found to be markedly different from that of the population census data. Further analyses using sample weighted logistic regression method were used to adjust for this discrepancy. Weights were computed based on the latest national census data.
Results

Study population
A total of 1800 subjects were invited to participate in the study, 1610 agreed to participate, giving a response rate of 89.4%. Reasons for refusals included: no time to visit the healthcare centers to obtain the physical and biochemical laboratory parameters; unwillingness to know their risk of developing T2DM and CHD; regular disease checking; and excellent health. The overall mean (SD) age of respondents was 37.7 (12.4) years. Nine hundred and eighty two (61.0%) were females. Almost one-fifth (n = 314; 19.5%) of participants had chronic diseases, including hypertension (n = 187; 11.6%; 95% CI: 10.1-13.3) and others such as asthma, chronic obstructive pulmonary disease, epilepsy, gout, hypothyroidism, migraine, osteoarthritis and rheumatoid arthritis (n = 127; 7.9%; 95% CI: 6.6-9.3). About seven-in-ten (n = 1117; 69.3%; 95% CI: 67.1-71.6) subjects reported excellent and very good general health. Characteristics of the study subjects are presented in Table 1 .
One hundred and ninety seven (12.2%) subjects had BP 140/90 mm Hg, of whom 62 (31.5%) had hypertension and were taking antihypertensive medications, and 135 (68.5%) with undetected hypertension. The overall prevalence of hypertension among participants was 20.0% (95% CI: 18.1-22.1%), of these 187 (11.6%) reported a previous diagnosis of hypertension and 135 (8.4%; 95% CI: 7.1-9.9) were classified as having screen-detected hypertension. One quarter (n = 405; 25.2%) and almost three-quarters (n = 1188; 73.8%) of participants had optimal TC (< 4.14 mmol/l) and TG (< 1.7 mmol/l), respectively. HDL-C levels were low (5.6-6.9 mmol/l) and screen-detected T2DM ( 7.0 mmol/l), respectively. Forty two (9.2%) of them were taking drugs that can elevate blood glucose levels, including betablockers, hydrochlorothiazide, levothyroxine and prednisolone. A history of high episodes of blood glucose levels was reported by 82 (18.0%) of whom had FPG 5.6 mmol/l, five of them were using levothyroxine. Table 2 shows the physical and biochemical laboratory data of the study participants. About 60% (n = 979; 95% CI: 58.4-63.2) of responders were classified as either overweight or obese (BMI 25 kg/m 2 ), of whom 348 (35.5%) were obese (BMI 30 kg/m 2 ). WC were high ( 80 cm for females; 94 cm for males) in 65.1% (95% CI: 62.1-68.1) of the females and 41.4 (95% CI: 37.5-45.4) of the males. Daily physical activity of 30 minutes was reported by 979 participants (60.8%). Irregular vegetables and fruit consumption was indicated by more than half of the respondents (n = 848; 52.7%). About 70% (n = 1158) individuals had a family history of diabetes. Table 3 presents the distribution of FINDRISK variables of the study's participants. Table 4 shows the characteristics of the study's population by gender. The median (Interquartile range; IQR) of age, height, weight, WC, BP, FPG, TG and BMI was significantly lower among females compared to males (p < 0.05). Compared to males, females had significantly higher HDL-C (p < 0.05). However, the prevalence rates of smoking and daily physical activity 30 minutes were significantly higher among males (p < 0.05). Family history of diabetes was significantly common among females compared to males (p < 0.05). There was no significant difference in the distribution of other variables.
MetS was present in about 32% (n = 512; 95% CI: 29.5-34.2) of the participants. Table 5 presents the adjusted OR and 95% CI that quantify the association between subjects who were found to have MetS and their characteristics. MetS was found to be significantly lower among the youngest age group (20-44 years), BMI of < 25 kg/m 2 and those who reported daily physical activity 30 minutes (p < 0.001). Weighted logistic regression estimates did not show remarkable differences to that of the unweighted estimates.
Estimation of the 10-year risk of T2DM and/or CHD The overall median (IQR) FINDRISK risk-score was 9.0 (5.0-12.0) and it was significantly higher among females as compared to males (p < 0.001). Table 6 provides the distribution of FINDRISK risk levels among the study population and probabilities for each risk level of developing T2DM. Almost 30% (n = 481; 95% CI: 27.7-32.2) of participants were found to be at moderate/high/very high risk of developing T2DM within the next 10 years. The 10-year risk of developing CHD in the study subjects per FRS was as follows: low (n = 1327; 82.4%; 95% CI: 80.5-84.2), moderate (n = 250; 15.5%; 95% CI: 13.8-17.4), high (n = 33; 2.1%; 95% CI: 1.4-2.9). One hundred and thirty six (8.45%; 95% CI: 7.2-9.9) were found to be at moderate/high/ very high risk of developing both T2DM/CHD within the next 10 years. Table 7 provides the adjusted OR and 95% CI that quantify the association between participants who were found to be at moderate/high/very high risk of developing T2DM, CHD, or both and their characteristics. The risk of developing T2DM was higher among females compared to males (p < 0.001); however, the pattern was reversed in terms of the risk of developing CHD or both T2DM/CHD. The risk of developing T2DM, CHD, or both was least common among the youngest age group (20-44 years) compared to those aged 45 years (p < 0.001), and the highest among the elderly aged group ( 65 years). Subjects with low-intermediate level of education were found to have a greater risk of developing T2DM compared to those with a high level of education (OR: 1.43; 1.02-2.00); however, there were no significant differences between their risk of developing CHD or both T2DM /CHD (p > 0.05). Low income group was found to have the lowest risk of developing T2DM compared to middle and high income earners (p = 0.001); however, subjects' income was not significantly associated with the risk of developing CHD or both T2DM/CHD (p > 0.05). Respondents with MetS had a greater risk of developing T2DM, CHD or both (p < 0.001). Table 8 presents the point and interval estimate as well the p values obtained using the sample weighted logistic regression. It should be noted that the associations remain similar to the unweighted analysis except, that the statistically significant difference in the gender for the risk of developing both T2DM/CHD had attenuated compared to the unweighted analysis. 
Discussion
To the best of our knowledge, this is the first study to estimate the 10-year risk for developing T2DM and CHD using the FINDRISK and FRS screening tools, and to determine the prevalence of MetS using the 2009 Joint Statement criteria among the general population in Kuwait.
Results from the current study will identify adults at different levels of risk to develop T2DM and/or CHD risk in the next 10 years; hence it is valuable for policy makers and clinicians to inform future services. Furthermore, our results would be the first step in providing a quantitative measurement of the distribution of FINDRISK and FRS levels among the general population in Kuwait, and may hold promise for surveillance purposes. The prevalence of smoking among respondents was low compared to previous studies from Kuwait [22, 45, 46] . The low prevalence in our study may be attributed to the exclusion of subjects aged < 20 years, and probably the high awareness among respondents of the health warnings in relation to smoking. In this study, smoking prevalence was significantly lower among females, which was most likely due to women in this conservative society not disclosing the fact that they smoke.
The prevalence of hypertension among the study population was comparable to that reported previously in Kuwait [37] . The current results identified that 8.4% of respondents had screen-detected hypertension and one third of the treated subjects had suboptimal control of BP. These participants remain at increased risk of micro-and macrovascular complications unless their BP can be adequately controlled at target BP goals. Thus, our findings highlight the need for public education to increase their awareness of the relevance of hypertension and the importance of regular BP monitoring and control. Furthermore, research is needed to understand the contributing factors that may lead to inadequate control of BP among patients with hypertension, such as failure to modify therapy when it is indicated as with combination therapy, patients' failure to comply with recommended lifestyle interventions and poor medication adherence.
Over one-third of study subjects had high TC, which is an independent risk factor for CVD, and 2.6 million deaths worldwide were attributed to elevated TC [47] . In addition, about half of respondents had low HDL-C, which characterizes individuals with atherogenic lifestyle, because it is decreased by smoking, obesity and sedentary lifestyle [25] . Furthermore, the present study demonstrate that the combined prevalence of overweight and obesity is still high in Kuwait, which is a great public health concern due to their strong association with chronic diseases, including CHD, cerebrovascular disease, T2DM, dyslipidaemia and some types of cancer [48] . These findings can be explained by the dietary habits in Kuwait which are high in total calories, saturated fat and cholesterol, and low in vegetables, and by the sedentary lifestyle [49] . Cultural and lifestyle factors that promote sedentary lifestyle and lack of physical activity were reported as the main contributing factors to obesity in Kuwait [46] . The increase of wealth in Kuwait as an oil-producing country could possibly be another indirect contributing factor for obesity, T2DM and CVD [37] . In this regard, 52.7% of participants in the current study reported irregular consumption of fruit and vegetables, and about 40% did not have a daily physical activity of 30 minutes. These results underscore the need for urgent public health education, design and implementation of management strategies to control these modifiable risk factors. The prevalence of IFG among respondents was found to be 24.4%, which is close to that in the United States (26.0%) [50] and Kuwait (21.5%) [39] , but higher than that reported by the other three studies conducted in Kuwait between 2001 and 2009 (ranged between 8.0% to 15.1%) [35, 36, 51] . The latter can be explained by the small sample size or the use of the old ADA diagnostic criteria. The mean FPG for respondents in the current study was 5.3, which was lower than that reported by Al-Rashdan et al (5.6 mmo/l) [37] and Al-Zenki et al (5.9 mmol/l) [38] , which is most likely due to the inclusion of patients with diabetes in their sample. The participants' mean FPG was within the desirable level, although it was on the borderline-high level, and this underscores the need for effective lifestyle interventions. The prevalence of 4.0% for screen-detected T2DM among respondents was similar to that of previous studies in Kuwait (4.1%) [39] , but lower than that reported in Hungary (28.7%), Mexico (20.5%) and India (10.5%) [17, 19, 52] . Individuals with undiagnosed T2DM and chronic hyperglycaemia are at significantly higher risk for stroke, CHD, and peripheral vascular disease than the healthy subjects [5, 6, 43] Thus, continuous screening and monitoring of plasma glucose is needed in Kuwait for early detection and prompt treatment, which will reduce the burden of diabetes and its complications. Our findings identified that about one-third of respondents had MetS as defined by the 2009 Joint Statement criteria, which was lower than that from previous studies in Kuwait, conducted by Al-Rashdan et al in 2006 (36.2%) [37] and Al-Zenki et al in 2008-2009 (40.8%) [38] using the IDF criteria. It is expected that the prevalence will be higher using the 2009 Joint Statement criteria than that reported by the previous two studies. However; the decrease in prevalence of MetS in this study may be an indication for improvements in the lifestyle habits among participants, especially increased physical activity, since approximately 61.0% of them reported a daily physical activity 30 min. The present findings that the prevalence of MetS significantly increased with age, overweight, obesity and decreased physical activity are consistent with previous studies [37, 38, [53] [54] [55] . However; there was no significant difference of the MetS prevalence by gender, which is similar to that reported by Al-Rashdan et al [37] . The fact that about one-third of participants had MetS shows the importance of its assessment in primary care practice by considering a number of individual risk factors. This will help early identification of patients who are candidates for lifestyle interventions and control of the modifiable risk factors, which in turn will reduce the incidence of CVD and T2DM [32] .
The present results estimated that about 30% of respondents were at either moderate, high or very high risk of developing T2DM within the next 10 years. This is similar to that reported in Saudi Arabia (29.4%) and Libya (32.2%) [13, 15] , but lower than that in Hungary (41.0%), Cuba (74.4%) and among Pakistani immigrants in Norway (52.9%) [16, 18, 19] . Our finding of 13.2% of participants with high/very high 10-year risk of developing T2DM is comparable to studies from Saudi Arabia (10.7%) and Libya (12.3%) [13, 15] , but lower than that reported in Norway (28.5%), Cuba (26.8%) and Mexico (28.9%) [16] [17] [18] . In this study, the risk for developing T2DM was higher among females compared to males, which is in agreement with studies in Libya, Hungary and Norway [13, 18] , and least common among the youngest aged responders (20-44 years) that is consistent with previous studies [39, 51, 56] . Also the level of education, monthly income and MetS were found to be significantly associated with moderate/high/ very high risk of developing T2DM, which is in accordance with previous studies [12, 51] . The present results highlight the need for more focused and intense health promotion campaigns, with the aim of reducing overall risk for T2DM. This will require a holistic public health approach of multifaceted programs targeting several risk factors. The prevention role of the National Diabetes Program in Kuwait should also be enforced, because prevention is the most efficient way to avoid the dramatic consequences of T2DM [10] .
Approximately one-fifth of respondents were at moderate or high risk for CHD within the coming 10 years. The risk increased strongly with age of 55 years, and was higher among males than females. A similar trend has also been reported in the United States [26, 27] , but different from Finland in which 9.0% of study population had a high risk of developing CHD [28] . Almost one-in ten responders had a moderate or high risk of developing both T2DM and CHD within the following 10 years. The current results underscore the importance of identifying the 10-year risk for CHD among people with 2 of the following risk factors (cigarette smoking, hypertension, low HDL-C, family history of premature CHD, and age) in the daily clinical practice [25] . Individuals with low, moderate, or high risk of developing CHD usually have one or more risk factors. It has been recommended that subjects with a low or moderate level of CHD risk should be informed about their increased risk and offered lifestyle modification counselling, while those with a high level of risk should have all risk factors addressed to reduce their risk of CHD and overall CVD [28] .
Findings from this study should be useful to public health authorities, researchers and clinicians who have a role in the development of preventive and treatment guidelines for T2DM and CHD in Kuwait. The current results reflect some of the possible issues with current health promotion and disease prevention strategies. Since MetS, CHD and T2DM share common modifiable risk factors that are prevalent among the population in Kuwait, a recommendation is made for developing and implementing an organized delivery system to place priority on preventive services rather than focusing solely on treatment to reduce public health burden from these conditions. This could be achieved by appropriate and continuous risk screening for MetS, CHD and T2DM at primary care practices, active counselling, timely treatment by healthcare providers, the use of multifaceted interventions, and motivational health promotion campaigns. The cost-effectiveness of these interventions should be explored and policy makers should consider giving a higher priority for interventions that were supported by evidence to be cost-effective. Implementation of these may be potentially challenging in the primary health care settings due to the fact that patient care in Kuwait is mainly provided by physicians, who face time limitations in being able to implement these with everyone attending their clinic. There is evidence that supports health promotion interventions by non-physicians in the primary care setting [57] [58] [59] . Hence, a potential intervention could be the integration of an effective collaborative multi-disciplinary team approach, including physicians, pharmacists, nurses and dieticians to encourage patient education and self-care, and share responsibility for individuals achieving therapeutic goals [60] . Furthermore, the establishment and strengthening of an ongoing surveillance of 10-year risk estimation of developing T2DM and/or CHD and associated risk factors using FINDRISK and FRS in Kuwait will help in following-up the changes in prevalence of the risk factors, MetS, and estimates of the public in each risk stratum.
Limitations
Interpretation of the findings of this study should take into account certain potential limitations that might impact upon the conclusions drawn. The major setback has been the use of a convenience sample. That would have affected the external validity in terms of generalizing the findings to the wider population. The data analyses showed the study sample had over representation of female gender and higher educational levels compared to the latest census data. With an aim of correcting for this selection bias, further sample adjusted weighted analyses were carried out. It was re-assuring to note that sample adjusted estimates were not much different from that of the unweighted analysis. Given this study was one of the largest conducted in Kuwait and included subjects from all governorates and suburbs the findings from this study is expected to ignite discussion on the risk of developing diabetes and CVD. Furthermore, some of the results obtained in this study were based on self-reported data about health behaviors; diagnosis of chronic diseases and medication use, which depends very much upon information given by respondents and is open to recall bias or error. Examining the extent of truthful answers or verifying respondents' claims is not possible in this type of study, which were taken at face value. Finally, the cross-sectional nature of the data time that does not reflect any changes over time in relation to prevalence of risk factors and 10-year risk for T2DM and/or CHD. Findings from the current study should be confirmed with future longitudinal studies.
Conclusions
The findings from this study provide important information about the prevalence of modifiable risk factors for T2DM, CHD and MetS, and estimates of the distribution of 10-year risk T2DM and/or CHD among the general population of Kuwait. These results allow for important comparative work with existing and future investigations in Middle Eastern countries. Our 10-year risk-stratification results showed that the use of such simple risk-prediction tools to promptly identify those individuals at risk is a valuable clinical strategy that should be more widely implemented in everyday primary care practice. 
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